This study was Materials and Methods Twenty-five patients aged 17 to 62 were studied. They were selected because they were to undergo cardiac catheterization for evaluation of various cardiovascular diseases. Criteria for inclusion in this group were that 1) the patients were in sinus rhythm; 2) they were in a comparable basal state for all studies performed since no increase in blood pressure, chest 441
ACG reflects left ventricular events accurately in a qualitative, and to a lesser extent, quantitative fashion.1 -5 The recent development in this laboratory of an index of left ventricular late diastolic stiffness6 has led us to investigate the correlation of such an index with the A wave of the ACG, since both measurements may be regarded as reflecting the late diastolic response of the left ventricle to atrial systole. It might be expected that the magnitude of the A wave would depend on the degree of left ventricular stiffness. If this were so then the A wave of the ACG would be another useful measurement for the noninvasive evaluation of this particular facet of left ventricular function in the individual patient.
Materials and Methods Twenty-five patients aged 17 to 62 were studied. They were selected because they were to undergo cardiac catheterization for evaluation of various cardiovascular diseases. Criteria for inclusion in this group were that 1) the patients were in sinus rhythm; 2) they were in a comparable basal state for all studies performed since no increase in blood pressure, chest palill, oi-taiclhycardia l)eyond the usual r-estinig rate occurr.i.ed. This was important since the ACG was a separate procedure, uisually within 24 hours of the cardiac catheter-ization; 3) technically adequate ACG, left venitricular cavity echocardiograrns anid left ventricilar pressuire curves were available. ACG tracings were mnade with the patient in the left lateral decuibitus positioi, usually at an anigle of 20-30°.
A llellige Puilse Microphon-e tranisducer was used, held by halnid at the poinlt of maximal impulse of the apex.* Quiiet respirationi was usual but occasionally the optimal traciniig was obtained on expiration. The ACGs were recorded with a reference phonocardiogram and ECG on a Cambr-idge MC IV Multichannel Data System Recorder. The oscilloscope of this recorder was used to verify the proper positioning of the transducer and the paper speed of the r-ecording was 100 mm per second.
Th-e methiod of expressing the ACG data was by the ratio of the size of the A wave to the total amplitude of the ACG (A/H), and this is illustrated in figure 1 . This ml-ethod was originated by Benlchimol and Dimond7 and has been used by our laboratory8 and others.9 10 The heiglht of the A wave was calculated as a fraction of the total outwar. A/H RATIO (%) Figure 4 Comparison of ratio of amplitude of A wave to total amplitude of ACG (A/H) with left ventricular end-diastolic pressure (LVEDP). A significant relationship exists. In addition, a close relationship is present between LVEDP greater than 12 mm Hg, and the presence of left ventricular hypertrophy (LVH) (14 of 18). 
